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Introduction adhering to the anterior surface of a right iliac an-
astomotic aneurysm. Having detached the ileal loop,
Secondary aorto-enteric fistula is associated with sig- an opening was detected in the aneurysmal wall re-
vealing the iliac endograft without periprostheticnificant morbidity and mortality.1
A fresh aortic homograft may not be immediately bleeding (Fig. 2A, B on page 206). The hypogastric
artery was occluded by a thrombus. Ten centimetresavailable.2,3
Endovascular techniques have been used to treat of the ileal loop were resected. Macroscopic ex-
amination of the loop showed an ulceration withiliac pseudo-aneurysms and trauma with good im-
mediate results.4 These procedures can also be applied granulation tissue. Dacron which was not incorporated
was isolated and resected. A freshly prepared ho-in an emergency to treat iliac-ureteral fistulae.5
mograft removed 48 h beforehand from an ABO com-
patible donor was implanted (Fig. 2C). Postoperative
recovery was uneventful.
Case Report Cultures from the prosthesis and endograft were
positive for Candida albicans.A 59-year-old male presented with rectal bleeding, Contrast CT demonstrated satisfactory graft place-having fainted at home. Three years previously he ment (Fig. 2D).had undergone repair of a ruptured abdominal aortic At 6 months the patient remains well, with noaneurysm with an aortobiiliac dacron graft. Contrast evidence of recurrent infection or homograft-relatedCT scan revealed a right iliac anastomotic aneurysm complications.with an intestinal loop adhering to its anterior wall
(Fig. 1A).
This was confirmed as arteriography. An endograft
(Passager – 12 mm×10 cm) was positioned between
Discussionthe right limb of the graft and the external iliac artery,
excluding the hypogastric artery and aneurysmal sac
The endovascular technique arrested the bleeding but(Fig. 1B, C, D). Gastroduodenoscopy and colonoscopy
did not, of course, eradicate the prosthetic infection.showed no bleeding part and a labelled white cell scan
This only resolved once the prosthesis had been com-was negative. Three weeks later contrast CT showed
pletely removed and replaced with a fresh ABO com-complete exclusion of the aneurysmal sac but the
patible aortic homograft.presence of gas. Blood culture was positive for Staphy-
The successful treatment of the iliac-enteric fistulalococcus epidermis.
was important because it allowed adequate pre-At laparotomy a week later, an ileal loop was found
paration for surgery and a subsequent wait for a
compatible donor.∗ Please address all correspondence to: T. Curti, Chirurgia Vascolare,
Policlinico S. Orsola, Via Massarenti, 9, 40138 Bologna, Italy. However, in these circumstances, endovascular
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Fig. 1. (A) CT scan with contrast administration: right iliac anastomotic aneurysm with adhering ileal loop. (B) Arteriogram; (C)
angiographic follow-up after placement of the iliac endograft; (D) late phase opacification of the internal iliac artery.
of infected infrarenal aortic prosthetic grafts: results in 43 patients.treatment can be used as a “bridge” to aortic homo-
J Vasc Surg 1993; 17: 349–356.
graft. 3 Koskas F, Plissonier D, Bahnini A, Ruotolo C, Kieffer E. In
situ arterial allografting for aortoiliac graft infection: a 6-years
experience. Cardiovasc Surg 1996; 4: 495–499.
4 Donayre CE, Scoccianti MS. Applications in peripheral vascular
surgery: traumatic arteriovenous fistulas and pseudoaneurysms.
References In: Chuter TAM, Donayre CE, Withe RA, eds. Endoluminal Vascular
Prostheses. Boston: Little, Brown & Company, 1995: 217–236.
5 Asham EH, Walsh M, Adeiseshian M. An unusual case of1 D’Addato M, Freyrie A. Fistules aorto-digestives apre`s chirurgie
Haematuria treated by endoluminal repair. Eur J Vasc Endovascde l’aorte abdominale sous renale. In: Kieffer E, Goeu-Brissoniere
Surg 1999; 17: 89–90.O, Pechere JC, eds. Infections arterielles. Paris, AERCVM, 1997:
209–224.
2 Kieffer E, Bahnini A, Koskas F et al. In situ allograft replacement Accepted 27 January 2000
Eur J Vasc Endovasc Surg Vol 20, August 2000
T. Curti et al.206
Fig. 2. (A) Intra-operative view: an ileal loop is adhering to the superior wall of the anastomotic aneurysm. (B) Detachment of the loop
revealing the endograft: absence of bleeding without vessel clamping. (C, D) Aortic homograft and postoperative CT follow-up.
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